The patient was a boy, fourteen years old. He had had a chronic suppuration in the left ear for three years. On No vember 20, 1913, he was brought to Lakeside Hospital. His mother said that six days before he had fallen to the floor unconscious and had remained so for several hours. After that he had had repeated attacks of vomiting and had complained of severe headache and some dizziness. He was examined by me soon after admittance to the hospital. There was a foul purulent discharge from the left ear, and the posterior canal wall was prolapsed ; no nystagmus, no strabismus, pupils equal and reacting normally, eye grounds normal. He was very restless and irritable, and his cerebration was sluggish. His temperature was 97.4° and pulse 65. The hearing in the right ear was normal, and in the left ear it was fifteen one-hundredths. Lumbar puncture and blood count were negative.
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A stereoscopic radiograph showed a cholesteatoma filling the antrum and extending backward and downward over the sigmoid sinus. The two vertical semicircular canals showed very distinctly. The symptoms, of course, suggested a brain abscess, but we were unable to locate it in the radiograph at this time.
Λ radical mastoid was done, the cholesteatoma was removed, and as the sigmoid sinus had been exposed over an area about two centimeters long and one centimeter wide, by pressure necrosis from the cholesteatoma, it was thought that perhaps this was enough to account for the symptoms of brain irrita tion.
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For three days following the operation the pulse and tem perature were normal, and the brain symptoms improved. On the fourth day the temperature was 102°, pulse 110, there was a paralysis of the left external rectus muscle, ptosis of the right upper lid, and a beginning optic neuritis. The patient was much more irritable and complained constantly of severe headache. At times he was partially unconscious.
On account of these symptoms a second operation was done immediately. The mastoid incision was opened, the dura ex posed over the antrum and incised, and a brain knife inserted upward and slightly backward for three centimeters. About two ounces of foul, thick pus were evacuated, and the cavity was lightly packed with iodoform gauze.
After the second operation the patient began to improve. The first 'dressing was done on the fourth day, and from this time on the recovery was uneventful.
The hearing now (February 16, 1914) in the left ear is twenty-two one-hundredths. The paralysis of the external rectus muscle has almost entirely disappeared, there is no ptosis of the lid, and the eye grounds are normal.
One week after the brain abscess had been operated upon a second stereoscopic radiograph was made, while the gauze packing still extended up into the abscess cavity. This was done in order that we might locate definitely the abscess cavity in the radiograph and then study the first radiograph. With the aid of the second radiograph a more careful study of the first one shows a darkened area in the region where we now know the abscess cavity was located. This dark area begins over the roof of the middle ear and the antrum, and extends upward into the brain, ending in three finger-like projections. We feel very confident that this shadow was caused by the brain abscess, and that our failure to recognize it before the first operation was due to our lack of experience in interpret ing the radiographs of a brain abscess.
We believe that we will be able to recognize and outline fairly accurately brain abscesses as we gain experience in the interpretation of stereoscopic radiographs of the mastoid.
